retrospective nature of this study, toxic effects could often not be graded or data were missing-12% in this series.
Taken these factors into consideration, especially in the context of a very limited patient population (n = 188) and two different treatment modalities (adjuvant, n = 87 and palliative, n = 101), one has to be cautious interpreting these results.
In fact, a large meta-analysis comprising >2500 patients who received first-line treatment within six prospective randomised trials did not find any difference between infusional 5-fluorouracil-or capecitabine-based oxaliplatin treatment regimens [2] .
As this analysis specifically focused on oxaliplatin-induced PN, the authors should have been more precise in defining acute and chronic PN-have neurological studies been carried out? Another point I am missing in the discussion of this article is that potential factors like hand-foot syndrome (HFS) have not been mentioned and considered. Capecitabine-induced grade 2/3 HFS is common and clinically it is often challenging to distinguish between HFS and early development of PN-I would argue that it is impossible to distinguish these often overlapping toxic effects in a retrospective study.
The authors are reporting about a well-known significant side-effect, which often leads to dose reduction and treatment delays. It is therefore important to educate medical teams and patients to recognise symptoms and report these regularly and early. Finally, research into the pathomechanisms of PN should be supported in prospective trials. 
